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Health Is Wealth 


The South's Future Is in Its People 


HE SOUTH is now looking forward to a great economic expan- 
sion that will raise living standards and make possible the 
development of a better life for all Southerners. Sometimes, 

in fact, we think so much in terms of this economic development that 
we tend to forget what it is for: we think of factories, modern farms, 
greater profits and higher wages. But all these things—economic pros- 
perity itselfi—have no meaning except in terms of people: unless the 
South’s development serves the well-being of all our people it is use- 
less. Prosperity, if it is to mean anything, must bring to every man, 
woman and child of the South the things that make the good life pos- 
sible: better jobs, higher incomes, security, a good home, a thorough 
education, good health. 


This last gain—good health—is a real problem in the South of to- 
day, and it is important in two main ways: we need good health for 
all our people so they can help to work and build the better South we 
want; and we need the better South, and the higher incomes that go 
with it, in order to get better health. 


Nobody — not even the most wooden-headed champions of the as- 
is South—would try to tell us that good health is a bad thing, or that 
bad health is a good thing. Everybody is for good health. It’s an- 
other story, however, when we iry to do something about it—if we 
try to get a Federal health bill to take care of everybody, if we try to 
set up in our own state a health program that will do the job, or if we 
try to work out a better program on the county or city level. Then 
somebody starts worrying about how much it will cost. 


Health Is “Practical” 


How anyone can decide for or against good health on the basis of 
what it costs is hard to understand. Everybody knows that his own 
good health is probably the most important thing in his life. And if 
he thinks it all the way through he knows that his own health is tied 
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In terms of economic usefulness alone, it is estimated that a man 24 years 
old with an income of $1,000 a year is worth $10,750. 





to the health of his community. Germs have a way of getting around. 
Besides, nothing in this world counts but people; if we know that, 
then we want good health for everybody, so everybody can enjoy a 
full life and do his part in the work of the world. 


But there is an answer even for these “practical” people who ask 
about the cost: Instead of worrying about how much good health 
costs, let’s think about how much poor health costs.. Let’s be “prac- 
tical,” hard-boiled, and think in terms of money, just for a moment. 
Let’s think of the Nation as a factory that produces men and women. 
The South is a very important branch of this factory: from 1930 to 
1940 the Southeast alone contributed more than 30 per cent of the 
Nation’s increase in population, and the Southwest contributed 7.9 
per cent more of the Nation’s total gain; the entire. South, in other 
words, supplied almost 40 percent of the United States’ population 
increase in that ten-year span.* So the South is a big branch of this 
factory that produces men and women. But sometimes costs in this 
Southern factory have been reduced too low to permit the production 
of top-quality men and women; in many instances we have produced 
“seconds.” 


*See Wanted: The South’s Future for the Nation (Southern Regional Coun- 
cil, Inc., 1946) p. 24. 
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What Is a Man Worth? 


What is a man or a woman worth to the South? That is an out- 
rageous question to most of us who believe in Democracy, for we 
know that a man or a woman is in the best sense worth more than all 
the money in the world. But this question can be answered even for 
“practical” people. Part of the answer is: What has gone into the 
production of that man or woman? A good home? A proper educa- 
tion? Trained medical care? A good, balanced diet? Or was it a 
poor home, little schooling, poor medical care or none at all, and 
“meat, meal, molasses”? 


The South’s wealth, as well as the Nation’s wealth, depends upon 
the labor and productive work of all the people. Just as poverty has 
injured the health of the South, so has poor health retarded the South’s 
growth to prosperity. When producers die before their time, money 
as well as life is lost; the earlier the death, the greater the financial 
loss. Louis I. Dublin, of the Metropolitan Life Insurance Company, 
has estimated what men of different ages and incomes are worth, in 
terms of money. For instance, he estimates that a man 24 years old, 
with an income of $1,000 a year—at the age of his maximum earning 
capacity—is worth $10,750. From a simple figure like this we can see 
that the many deaths caused by disease—tuberculosis, for example— 
have cost the South hundreds of thousands of dollars. That’s just in 
terms of money. What it has cost us in terms of lost abilities, per- 
sonalities, hopes and dreams can never be told. 


In other words, without even counting the more important human 
values, the South pays the cost of poor health indirectly in the loss of 
manpower and productive human efficiency; and it also pays—di- 
rectly—through relief and welfare programs to aid the victims of 
poor health. 


So let’s face the cost—especially the human cost—of poor health’ in 
the South. Let’s study the doctor’s report on Mr. and Mrs. Average 
Southerner, learn what treatment they need, and what can be done 
about it. 


oF 
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Statistics Are People 
A Look at the South’s Health Record 


IFTEEN YEARS ago the South’s death rate was higher than the 
national average. Today it is lower. So, in a way, we might 
say that the health of the South is much better. But there are 

other measurements of health, besides the over-all death rate, that 
show the health of our region to be worse than the Nation as a whole. 
When we break down the death rate into causes of death we find 
serious shortcomings in the South’s health. 


For instance, infant deaths and deaths caused by pregnancy and 
childbirth in the South are higher than the rate for the Nation. Forty- 
two per cent of the 7,267 women who died in the United States in 1942 
from causes directly due to pregnancy and childbirth were South- 
erners. If we study the figures on the ten leading causes of death in 
the United States we find that death from syphilis, tuberculosis, pneu- 
monia and influenza, nephritis (kidney disease) and premature birth 
were higher in the South than in the Nation as a whole. 
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Living in the country doesn’t guarantee good health. Selective Service records 
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There are two other causes of death common to the South which 
are not among the chief causes but are important because of their 
dominance in our region; they are pellagra and malaria. In 1942, of 
the 1,513 deaths from pellagra in the United States, 1,373 occurred in 
the 13 Southern states; and of the 861 deaths from malaria, 761 oc- 
curred in the South. 


Deaths from diseases of the heart, cancer, intracranial lesions and 
diabetes were lower in the South than in the Nation. This does not 
necessarily mean that Southerners are less susceptible to these dis- 
eases; it may only mean that Southerners die of the region’s more 
predominant diseases before they contract the others. 


Certain diseases are more common in specific occupational and 
social groups. Since the South has a very large farm population, as 
well as a very large Negro population, we would be wise to give special 
study to these groups, especially since both suffer a large part of the 
burden of the South’s poor health. Perhaps, by studying these two 
groups closely, we can mark the main causes of the South’s high death 
rates, and then lay plans for improving their health; and thus, in turn, 
improve the health of the South as a whole. 


Is the Farmer Healthy ? 


Some people believe that just living in the country makes better 
health, but it really depends on how you live in the country, whether 
you have a decent standard of living, good diet, proper medical care. 
The reports of Selective Service examinations of 18-year-olds show 
that more farm boys were rejected for physical defects than boys 
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from any other groups. In fact, their rejection rate was so high it 
could be compared only with the conditions of emergency relief 
workers. 


Maternal and infant death rates are highest in most rural areas. By 
rural areas we mean not only farm sections but also small towns, 
which often have worse health conditions than the farm districts. In 
fact, infant mortality rates for both whites and Negroes are highest in 
our small towns. 


There is much that can be done to change this, because the dis- 
eases that medical science is best able to control and prevent are the 
ones that are highest in rural areas. Death rates for typhoid fever, 
diphtheria, malaria and pellagra are much higher in rural areas. 
Pneumonia takes a higher toll in the country and the small towns 
than it does in larger cities. 


Is the Negro Healthy ? 


It is almost impossible to discuss any problem of the South with- 
out comparing the facts and figures on the white and Negro groups. 
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INFANT MORTALITY RATES OF WHITES AND NEGROES IN 
13 SOUTHERN STATES (1942) 


DEATH RATE 
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For example: the 1942 death rate for whites in the 13 Southern 
states was 19 per cent below the national average, but the death rate 
for Southern Negroes was 18 per cent above the average. Estimates 
made from the 1940 population census show that white people have 
on the average a life expectancy 11 years longer than Negro people. 


Infant death rates for 1942 show the same trend: the rate for Ne- 
groes was about 57 per cent higher than it was for whites. About 30 
per cent of the births in the South in 1942 were Negro, but some 50 
per cent of the maternal deaths occurred among Negro mothers. The 
Negro mother is more liable to death from causes directly due to preg- 
nancy and childbirth than is the white mother. 
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In fact, if we check the comparison in the leading causes of death 
for 1942 we find that in the South syphilis, tuberculosis, pneumonia 
and influenza, nephritis and premature birth-caused a greater propor- 
tion of deaths among Negroes than among whites. This was espe- 
cially true of syphilis, tuberculosis and pneumonia. 


Let’s run over a few more facts on this: 


Tuberculosis in the South in 1942 killed three times as many Ne- 
groes, in proportion, as it did whites. Selective Service records show 
that a greater percentage of Negro draftees were rejected for tuber- 
culosis than white draftees. 


Pneumonia and influenza killed proportionately three times as 
many Negroes as whites in the South in 1942. Death from pellagra 
and malaria was more common among Negroes than whites. 


Syphilis killed about seven times as many Negroes as it did whites 
in the South in 1942. Selective service records from 12 of the 13 
Southern states (Kentucky did not keep separate figures for each 
race) show this: 39 out of every 1,000 white draftees were rejected for 
syphilis; 294 out of every 1,000 Negro draftees were rejected for syph- 
ius. And syphilis causes a rise in the rates of stillbirths, premature 
births, infant mortality and heart disease. 


The rates for all of the leading causes of death, except cancer and 
diabetes, were in 1942 higher for the Southern Negro than for the 
Southern white. This is not merely a problem for the Negro; it is a 
problem for all of us in the South, for every community in the region. 
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Sick Man, Poor Man 


Poverty, Ignorance, and Disease 


OW, THE doctor has examined Mr. and Mrs. Average South- 
erner, white and colored: his report is not so good. The record 
is especially bad in what are called the preventable diseases, 

those that médical science has learned to control, prevent or cure. 
Why is this so? If these diseases can be prevented, why aren’t they? 


That brings us to some of the causes, direct and indirect, of the 
South’s poor health record. It also brings us back to what we said 
at the outset about the economic development and prosperity of the 
South — for the benefit of all our people. For the cause of most of 
this record of sickness and death can be summed up in one simple 
sentence: 


Disease walks with poverty. 


One of the biggest factors in the poor health of Southern rural 
people, white and colored, is a low standard of living: not enough 
money for proper medical care, for a balanced diet, for decent hous- 
ing. In short, the South is poor, and so our people are not as healthy 
as people in the rest of the Nation, not as healthy as they could and 
should be. . 


Not Enough Money 


The Consumer Purchases Study, a nation-wide survey of family 
living in 1935-36, gives a good idea of just how low this income is. 
(Incomes are higher today than they were then, but so are prices and 
the general cost of living, and the margin of income above bare sub- 
sistence expenses is still not very much for these people.) Here is 
what the study showed up in the South: among whites, 26 per cent 
of city families, 45 per cent of small town families, 49 per cent of 
farm operator families and 84 per cent of sharecropper families had 
a living worth less than $1,000 a year; among Negroes, 86 per cent of 
city families, 91 per cent of small town families, 84 per cent of farm- 
operator families, 96 per cent of share-cropper families had less than 
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INCOME LESS THAN $1000 TO a OVER 
GROUPS $1000 $2000 $2500 


The low incomes of most Southern people are a direct cause of serious health 
problems. This chart shows that small town and farm people, especially Negroes, 
do not earn enough to afford the standard of living required for good health. 





$1,000 a year. These figures included not only cash income, but also 
the value of home-produced food and fuel and the rental value of | 
housing. | 

So we see that Negro families and sharecropper families (both 
white and colored) stand far too low in income to maintain a proper 
standard of living. What makes this even more serious is the fact 
that low-income families are sick more often than families with 
higher incomes. The National Health Survey made in 1935-36 showed 
that families on relief averaged 17.4 days of sickness (for each member 
of the family) in one year, families not on relief, but with incomes 
under $1,000 a year, lost 10.9 days of sickness per family-member per 
year; but in families with incomes of $3,000 to $5,000 a year the aver- 
age time lost by each member of the family because of sickness was 
only 6.5 days a year. 





PERCENTAGE DISTRIBUTION BY INCOME OF GENERAL POPULATION 
AND SYPHILIS POPULATION IN WASHINGTON, D. C., 1939* 























WHITE NEGRO 
General Syphilis General Syphilis 
Annual income . Population Population Population Population 
Under $1000 18.6 43.0 77.7 86.6 
$1000-2999 65.7 45.0 21.6 13.0 
Over $3000 15.7 12.0 7 4 
Total 100.0 100.0 100.0 100.0 





*Syphilis in the Negro. H. H. Hazen. U. S. Public Health Service Supplement No. 15 
to Venereal Disease Information, p. VIII. 
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RELIEF $1000 $3000 TO $5000 


The people who can least afford it are the ones who are ill most often and 
for the longest periods. Here are the facts from a survey made in 1935-36, 
showing the number of days lost in a year by each member of the average family 
in three different economic groups. People on relief, with poor diets and little 
money for treatment were sick an average of 17 days out of the year, compared 
to seven days for people with incomes from $3,000 to $5,000 a year. 





Thus, the people with the lowest incomes, who can least afford to 
lose time from work, actually lose more days out because of sickness 
than any others; and they lose this valuable time partly because they 
do not earn enough to afford a standard of living that helps guard 
against sickness. 


Ignorance also walks with poverty, and disease walks with ignor- 
ance, too: in fact, the three go together. A study of syphilis and 
gonorrhea rates in Washington, D. C., in 1939 makes this clear. The 
rate for these diseases for people with incomes of less than $1,000 a 
year was 34.6 per 1,000 population, compared to only 6.4 per 1,000 for 
those in the $1,000 to $3,000 a year group and 4.7 for those earning over 
$3,000. There was an extremely high rate of syphilis in the low 
income-groups for white and Negro. For instance, the under-$1,000 
group made up only 18.6 per cent of the white population and yet it 
made up 43 per cent of the white syphilis cases; the under-$1,000 group 
made up 77.7 per cent of the total Negro population and contributed 
86.6 per cent of Negro syphilis cases. In higher income groups, white 
and Negro, the conditions were reversed. Both Negroes and white 
persons in the higher income groups had much lower syphilis and 
other disease rates. 
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Our Daily Bread 


Southern Food and Southern Health 


OW INCOME, then, seems to be the main cause of poor health 
in the South, as anywhere else, because it is the barrier to the 
basic things needed for good health. No other factor among 

these things has so great an effect as the food we eat. Studies of food 
consumption made by the Consumer Purchases Study showed that 
the typical Southerner’s diet is worse than that of the rest of the 
people of the Nation. In this study, diets were rated as “good,” “fair” 
and “poor.” In the study, the diets of 30 per cent of the families of 
the Southeast were scored as fair; 45 per cent of the family diets in 
the North and West were fair. The diets of 30 per cent of families in 
all these areas were rated good or excellent. But a rating of poor 
was given to 40 per cent of Southeastern families, compared with only 
25 per cent with poor diets in the North and West. 


Now, what groups in the South have the poor diets? Negroes, 
share-croppers and unskilled workers—groups with the lowest in- 
comes. The study showed that there were almost twice as many Ne- 
gro families as white families with poor diets. (Broken families, very 
large families, and families on relief were not included in this study.) 
The statistics suggest that many Negroes and a number of whites in 
the South are suffering from malnutrition. 


Good Food and Health 


Medical studies have shown the bad effects of poor diet. We saw 
how infant and maternal death rates are higher in the South than 
anywhere else in the Nation. Poor diet has much to do with this. 
Dr. F. F. Tisdall in the January, 1945, issue of the Milbank Memorial 
Fund Quarterly reported a study that drives this fact home. The study 
included 210 pregnant women, all of whom had been on poor diets 
up to the time of pregnancy. Ninety women in the group were given 
additional foods, including daily allotments of an egg, 30 ounces of 
milk, an ounce of cheese, 4% ounces of tomatoes, an orange, a half- 
ounce of wheat germ plus some vitamin D. The other women were 
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Education is a factor in good diet, but here we see that the amount of money 
spent for food has a direct bearing on it too. The figures on the left show the 
range of the cost of food eaten by each member of the average family in a week. 
It shows that the more money people can afford to spend for food the better their 
diet will be. Note that in the middle group more Negroes than whites had good 
oo and that in the high-expenditure group more Negroes than whites had fair 
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continued on their poor diets. (None of them at any time showed 
signs of any deficiency disease.) 


Now, of the 120 women who stayed on the poor diet, seven had 
miscarriages, four stillbirths, and nine premature births. For the 90 
who received additional foods, there were no miscarriages or still- 
births and only two premature births. 


The pre-natal rating by the obstetrician showed that 26 per cent of 
the women in the poor-diet group had a bad record as compared to 
only nine per cent when the diet was improved. In convalescence 
their records followed a similar pattern: 11.5 per cent had a poor 
record, compared to only 3.5 per cent when the diet was improved. 
Fourteen per cent of the babies borne by the poorly-fed mothers 
showed a bad record during the first two weeks, but none of the babies 
borne by the well-fed mothers showed a poor record. So far as could 
be determined the babies in both groups received the same care after 
they left the hospital, but in the first six months three babies from the 
poor-diet group died, one of prematurity, two of pneumonia. The 
babies of the poorly-fed mothers had a greater proportion of each of 
the principal illnesses that occur during the first six months of life. 
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Vitamins versus Germs 


And what can be said of the relation of poor diet to tuberculosis, 
pneumonia and nephritis? Studies show that poor diets may ac- 
count, at least in part, for lower resistance to these diseases. One 
such study, by Dr. Elizabeth Chant Robertson, tested rats from the 
same litter by separating them into two groups. One group received 
a diet lacking the food substances to be tested; the other group re- 
ceived the same diet, but plus the missing element. After the rats 
lived on these diets for a time they were infected with disease organ- 
isms and the number of survivors was noted. When the diet lacked 
vitamin A, only 40 per cent of the rats survived the disease; 79 per 
cent of the rats on adequate diet survived. When the B complex 
element was reduced, only 20 per cent survived, compared to 72 per 
cent of those with sufficient B complex. A shortage of minerals and 
animal protein showed similar results. 


The effect of diet in some diseases may not be clearcut, but in pel- 
lagra, a nutritional deficiency disease caused by a shortage of niacin, 
it is very plain. Now, we have seen that most of the national total 
of deaths from pellagra are confined to the South, but death rates do 
not really give a complete indication of the number of people who 
suffer from pellagra or “near pellagra.” In fact, pellagra is not a dis- 
ease that generally causes acute illness or death; probably only 15 
percent of the people who have pellagra ever consult a doctor about 
their condition; and many do not even know what their ailment is, 
since there may be no outward signs of the disease, such as skin lesions, 
but only a feeling of discomfort. It is usually the poor man who is 
hit by this disease, because lean meat—one of the more costly foods— 
is the best source of niacin. 
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Health Begins at Home 


Germs and the Housing Problem 


OUSING IS another factor in health. Inadequate and unsani- 
tary houses are breeding spots for disease. The 1940 census 
shows that the South, especially the rural South, has the worst 

housing in the Nation. Houses in the South are smaller, although 
families are larger; more of our houses are in need of repair and 
fewer of them have running water and sanitary toilet facilities than 
homes in the rest of the United States. Crowding is greater among 
farm families than city families in the South. The 1940 census showed 
that 38 per cent of white farm families and 54 per cent of Negro farm 
families in the South had more than one person per room. 


Poor toilet and water facilities in the rural South probably account, 
at least in part, for the fact that more than half of the Nation’s total 
of deaths from dysentery and a third of the deaths from diarrhea were 
confined to the thirteen Southern states. Again, the 1940 census 
showed that 26 per cent of Negro farm families and 15 per cent of 
white farm families in the South had no water supply within 50 feet of 
their houses. Twenty per cent of the Negro farm families and 11 
per cent of the white farm families had no toilet or privy. Village 
and urban families were better off on this score: only two per cent of 
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white families in urban communities, who owned their houses, had 
no running water; but even in the urban areas the figures on Negro 
home owners showed 16 per cent without running water. It’s in- 
teresting to note that the record among home owners was somewhat 
better than among renters in the urban groups; for among those who 
rented the rates were four per cent and 19 per cent, respectively, 
without running water. 


The low-income rural family is at a disadvantage in this, for in the 
country a water and sewage disposal system costs more than it does 
in the city, where city-wide water and sewer systems are established. 
Inadequate sewage disposal is a danger to the water supply: a chief 
source of typhoid fever is polluted water. This explains the greater 
proportion of typhoid fever cases among rural as compared to urban 
areas and among Negroes as compared to whites. 


Window screens to keep out disease-carrying flies and mosquitoes 
are another housing factor for health protection. A rural farm hous- 
ing survey showed that only about one-fourth of white families and 
less than five per cent of Negro families in the rural South had 
houses with screens in good condition. Since the survey was made, 
however, many farm homes in the South have been properly screened 
through cooperation of the Works Progress Administration and the 
state boards of health. But there are still many homes in the South 
without proper screens. 


Again, Not Enough Money 


A main cause of poor housing, as of poor diet, is low income. As 
the income of our people, both white and Negro, is raised they will 
purchase more adequate housing with modern facilities for health 
protection. For instance, the Consumer Purchases Study showed 
that among renting families in Southern cities with incomes of $500- 
$749 a year, white families paid $92 rent, and Negro families $83; in 
the $750-$999 a year income group, white families paid $123 rent, Ne- 
gro families $86. The fact that Negroes spent less for rent than 
whites in the same income group might indicate lack of understanding 
about the importance of good housing; but probably the chief reason 
is that Negroes have less opportunity for renting good housing than 
whites, because of the limitations of segregation. 
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Health Costs Money 
Doctors’ Bills and Lean Pocketbooks 


HE LOW income which keeps many Southern people from get- 
ting the good diets and adequate housing that are so impor- 
tant in the prevention of disease also stands in the way of 

their getting proper medical care once they fall ill. “Medical service 
is a purchasable commodity,” writes Rupert B. Vance in his new 
study of the South, All These People; “and the level of medical sci- 


ence no less than the distribution of doctors and nurses depends to 


a large extent on the economic level of the community.” 


Doctors and nurses, hospitals and clinics are concentrated in the 
same centers where high income and high standards of living are 
concentrated. The South, with its large groups of low-income farm 
and Negro population, has a severe disadvantage in this fact. The 
paradox, then, is that where the health of the people is worst there 
also is the greatest shortage of doctors and facilities for medical care. 
An approved standard is one doctor to every 700 people, and the na- 
tional average in 1940 was one doctor for every 751 people, but in more 
than one-third of the counties in most of the Southern states there 
was only one doctor for every 3,000 people. 


Where the Doctor Goes 


Poor people put off going to the doctor as long as they possibly 
can, because it costs money. In the National Health Survey, 22 per- 
cent of the people in families on relief or with a family income of less 
than $1,000 who were disabled for a week or longer had no medical 
attention; for persons with a family income of $5,000 or over the rate 
was 11 per cent, and the duration of illness was much longer for per- 
sons on relief and those with incomes of less than $1,000. For dis- 
abling illness lasting only one or two days, 48 per cent of the persons 
with lowest family incomes were attended by a physician; among 
those with the highest incomes 79 per cent were treated by a doctor. 


In a study made by Dr. Isabella C. Wilson in 1938 of “Sickness and 
Medical Care Among the Negro Population in a Delta Area of Ar- 
kansas,” including 226 Negro families with a membership of 902 per- 
sons, average expenditure for medical services was $14.42 per family 
and $3.61 per person. Expenditures for physicians’ services were 37.2 
per cent of the total amount; for unprescribed medicines, 10.8 per cent; 
for hospital services, 2.9 per cent; for dental care, 3.8 per cent; for 
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f = 100 PERSONS 


Where people can afford to pay doctor bills, there we find enough doctors to 
care for the population. For instance, in the more prosperous Northeast there is 
one doctor for every 600 people; but in the Southeast there is only one doctor 
for every 1,100 people — almost twice as many. The approved standard is one 
doctor for 700 people. 





practical nursing services, 0.4 per cent; for graduate nursing, 0.8 per 
cent; and for midwifery services, 2.4 per cent. Forty-nine and one- 
half per cent of the families had a doctor’s services; 8 per cent, dental 
services; 0.4 per cent, graduate nursing services in the home; 0.4 
per cent, practical nursing services in the home; 3 per cent, hospital 
services; and 5.3 per cent, midwifery services. Ninety-two per cent 
of all the families reported the use of unprescribed medicines; 43 per 
cent, prescribed medicines; 5.8 per cent, herb remedies; 24.8 per cent, 
homemade remedies; and 0.4 per cent, witchcraft. 


The Consumer Purchases Study indicated that there was a ten- 
dency in the South for medical care expenses for low-income groups 
to be lower in the country than in the city. This was more marked in 
the Negro than in the white group. There are several factors in this: 
medical services, being more expensive to rural people, are used less; 
since fewer medical services are available, there is less understanding 
of their importance. That this is not due to a smaller amount of ill- 
ness in rural areas is shown in a study of 7,434 canvassed white fam- 
ilies in fourteen states, 1928-31, made by the Public Health Service: 
85 illnesses per hundred persons per year were reported for rural 
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/EXPENDITURES FOR MEDICAL CARE OF SMALL CITY, VILLAGE, AND FARM 
FAMILIES INCLUDED IN CONSUMER PURCHASES STUDY (1935-1936) 


. Average Expenditures for Average Expenditures for 
medical care by white medical care by Negro 

Group families families 

Small city families with 

incomes of $500-749 .............. | eres: $35 
II 65 oec. ces disc arse s3-0.08 SRS a eee $43 

Village families with 

incomes of $500-749 .............. BD eh eon eee le $31 
ee ERT MC Ass $33 


North and South Carolina farm 

operator families with 

incomes of $500-749 .............. SS. ace Sask cars $23 
Georgia-Mississippi farm operator 

families with 

incomes of $500-749 .............. RR aR ee ee $18 
North and South Carolina 

share cropper families with 

incomes of $500-749 .............. NE a operate eae ee $25 
Georgia-Mississippi sharecropper 

families with 

incomes of $500-749 .............. SA ovens ooo. oS 





areas as against 80 illnesses per hundred persons for large cities. 

Another finding from an analysis of expenditures for medical care 
of small town, village and farm families included in the Consumer 
Purchases Study is that village-and-farm Negro families spend rela- 
tively less of their income for medical care than do village-and-farm 
white families. The average expenditure of white village families with 
incomes of $500-$749 was $41; of Negro village families, $33; of white 
operator families in North and South Carolina, $40; in Georgia and 
Mississippi, $26; and of Negro operator families in North and South 
Carolina, $23; in Georgia and Mississippi, $18. 


A Few Reasons 


One cause of lower expenditures for medical care by the rural 
Negro is, no doubt, less understanding of the need for medical serv- 
ices on the part of the Negro. Another, and certainly important fac- 
tor, is the shortage of medical services for Negroes. In many coun- 
ties of the South, we have seen that there are more than 3,000 per- 
sons to one physician. Doctors in such areas are often forced to re- 
strict their practice. Even though the white rural family might have 
the same low income as the Negro rural family, the former is more 
likely to get services from a busy physician; for studies of families 
in the low-income classes have shown that more white families than 
Negro families have resources that enable them to spend consider- 
ably more than their year’s income for family living. In other words, 
the low-income white family can more often raise money to meet an 
emergency illness than can the low-income Negro family and is, for 
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PER CENT OF COUNTIES IN 13 SOUTHERN STATES HAVING OVER 3,000 PEOPLE 
PER ACTIVE PHYSICIAN (1940) 


Do. 202 AY ose ca ene Got Bete aaa Ba Cae ee REM EE ear ana ee ett 2M a etl aeh age earache 20.9 
ES IND re Ee aE AS tt Riel Ar 44. Pa ey en RUE Te 9.3 
ERT eect Petes) Fe si argh Be aD Neiel el REP ee tee a ONSi bia o SEs eee 17.9 
ha a a ea REE 8 ul "ka ne ate Sh ee Be Ue, Cee 26.4 
I NC 6, ar thsiid, 5, dire, aude aoe Wh DES ey ncaa Bo Gr eiaecen a ee po ee ee 18.3 
Louisiana ............. Farah stisacblo a Sel Set Ge eh tics kg eo at ay ere OA eta ace 21.9 
ooo aS Sy RS ORI aOR BSE Re ed OA cose ae 
I 33.5 92 25D cob, pisfisah hate nico aah he asec Nira oS EE oe a te 14.0 
I Fe 295. yom ales Bild cal ax gia elas, sah Soap chal ER ult Te 15.6 
oooh yee ie Aye ea ce ae ee eet a 10.9 
ey oN arts Gt ota ies anne marae er ga a ane apelin tee aerate 18.9 
a EE ene MEN one Se co ani Dn Mea neINS Oey AN ram? 1 eR len oer 12.2 
I 8 05 on nV Gk Sd eit 3.0 ea catcs te eS giro vasa os Goi, Mecca uae oe eet ae eee eee 15.0 





this reason, more likely to get such medical services as are available. 

One illustration of the difference in kind of medical services which 
whites and Negroes purchase is the percentage of births attended by 
physicians and midwives. Practically all white women are attended 
by physicians while the majority of Negro women are attended by 
midwives. These midwives are usually Negro women who have had 
limited training from state boards of health. However, these mid- 
wives cannot be considered a substitute for a physician, either for the 
period during pregnancy or at childbirth. 

Many families of low economic status in the South consult county 
departments of health. However, all counties in these Southern states 
do not have full-time health departments, since a substantial part of 
the funds must be provided by the county for a full-time health de- 
partment. Often the county that needs the full-time service most 
does not have it. Medical services available to individuals in a county 
with a full-time health department cannot, however, take the place 
of the services of a physician. 

The South is also short on hospital facilities and nurses. The pro- 
fessional standard is 4.6 beds per thousand population. None of the 
thirteen Southern states met this standard in 1939. From estimates 
made of data from the 1943 census of hospitals it would seem that 
the standard was being met in every state except one. This increase 
in hospital facilities was, however, due almost entirely to expansion 
of federal hospitals and is probably only temporary in nature. The 
ratio of trained nurses to population is also lower in the South than 
in the Nation. 

The rate of occupancy of hospital beds is lower in the South than 
in the Nation. Southern states would without doubt show a higher 
rate of occupancy if additional funds were available for hospitaliza- 
tion of members of poor white and Negro families. Also, education 
may be needed in certain areas to overcome prejudice against “going 
to the hospital.” 
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Know-how for Health 


Too Little Knowledge Is a Dangerous Thing 


DUCATION, TOO, is an important factor in the problem of the 
South’s health; and this, like all the other problems, is related 
to the region’s low economic level. The South’s level of edu- 

cation is the lowest in the Nation.* More general education, as well 
as specific health education, is needed to teach the Southern people 
the facts about diet and housing so that, even with a higher economic 
living-standard, they will not continue to neglect the rules of good 
health. 


Illiteracy was second only to syphilis as a cause of rejection of 
Negroes for military service; it was tenth in causes of importance for 
rejection of white men. An average of 81.5 Negro men out of every 
thousand were rejected for educational deficiency, compared with 
an average of 10.4 for white men. Tennessee had the largest percent- 
age of white registrants rejected because of educational deficiencies, 
19.2 per cent, while Alabama had the highest rejection percentage of 
Negroes for educational deficiencies, 30.7 per cent. The United 
States average of rejection for educational deficiencies was 5.2 per 
cent for white men and 17.8 for Negro men. 


What Ignorance Means 


The important question here is what lack of education means in 
terms of health. In the first place, it means limited ability to under- 
stand the printed and spoken word, a greater reliance on hearsay than 
on facts. Old-fashioned practices are more difficult to break down in 
a group with little schooling. Belief in charms around the neck, in 
teething collars; belief that it is the will of God that women suffer 
in delivery, that measles, mumps, boils, whooping cough, are not only 
unavoidable, but even beneficial to children who recover, that evil 
results from vaccination and inoculation, are often found in the igno- 


*See Wanted: The South’s Future for the Nation (Southern Regional Coun- 
cil, Inc., 1946) p. 21. 
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rant. Recognition of the value of, and a desire for, good health facili- 
ties may, to a considerable degfee, be created by education, but such 
education is usually lacking in areas that do not have such facilities. 


The nutrition problem is first of all a problem of too little cash spent 
for the right kinds of foods or too little food production. Second, it 
is a problem of education—ignorance of the foods that make up a 
balanced diet or poor food habits. Some Negroes as well as whites 
fail to get an adequate diet, for all these reasons. 


In families of the Consumer Purchases Study with food worth 
about 20 to 30 cents per person per day, three per cent of those in 
white households, 10 per cent in Negro households had diets graded 
as good; 29 per cent in white households and 24 per cent in Negro 
households had diets graded as fair; and 68 per cent in white house- 
holds and 66 per cent in Negro households had diets graded as poor. 
In other words, when Negro and white families spent the same 
amounts of money for food or had diets of the same money value, 
Negroes got as good quality, if not somewhat better, than did whites. 


Poor Diet Habits 


But average food expenditures per person per family tended to 
be somewhat lower for urban Negroes than for urban whites even in 
the same income group. Rural Negroes tended to raise less food 
than did rural whites. These conditions helped to make the food 
consumption of Negroes poorer than that of whites even at the same 
income levels. Less cash expenditure for food by the urban Negro 
family may have been due to less knowledge of the importance of 
diet. Negroes were less likely to purchase milk, eggs, and fresh fruit 
than were whites. 


Negro farm families of the Southeast included in the Consumer 
Purchases Study produced on the farm a smaller proportion of their 
food than did white farm families in similar areas and groups. White 
farm operator families of North and South Carolina with incomes of 
$250-$499 produced 60 per cent of the food they consumed, while Negro 
farm operator families in the same location and with the same income 
produced 55 per cent. The proportion for white and Negro share- 
croppers at the same income level in these two states was 53 and 45 
per cent, respectively. 


More Knowledge Needed 


There was greater difference in the white and Negro sharecrop- 
pers’ food production than in the white and Negro operators’ food 
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production. Why should the white cropper produce more food for 
family consumption than the Negro cropper? Perhaps the white 
family had more assistance from educational agencies. Perhaps the 
white family having better education, could better understand the 
nutrition literature available. Perhaps the white family has more of 
a tradition for food production for home consumption than did the 
Negro. Negroes have been taught by their tradition of poverty to 
get along on little. Perhaps this custom of many Negroes in the South 
to get along on little is one of the things that must be changed before 
we can fully conquer the food-health problem. 


There was more difference in the proportion of home-produced 
food consumed by operators and sharecroppers of the same race than 
by white and Negro operators, or by white and Negro sharecroppers. 
Farm operators, both white and Negro, produced relatively more of 
their food supply than did sharecroppers. Low food production on 
the part of sharecroppers means more cash paid out for food, yet not 
as good diet, because food produced at home consists of milk, butter, 
pork, eggs, vegetables, fruits. 
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The Doctor’s Orders 


Prescriptions for a Healthy South 


E HAVE already discussed what a man or woman is “worth” 


to the South, and that in turn means what their health is worth 
to the region in terms of production and the development of 


prosperity — for if the South is to progress it must make the 
best possible use of the energies and abilities of all its people. So 
there should now be no question about the need for the South to 
improve the health of its people, for practical as well as for human 
reasons. Poor health and even poor diet alone have direct effects 
on the efficiency of workers. 


Industry in general has recognized that a certain amount of absen- 
teeism, fatigue, and general ineffectiveness on the job are related to 
poor diet. At the hearings before a subcommittee on Education and 
Labor in the United States Senate it was reported that accidents in 
one electrical plant were reduced 30 per cent by the serving of basic 
food snacks between meals. Production increased eight per cent, 
while errors were cut four per cent in another plant where milk and 
fruit were served between meals. An Alabama milling firm reported 
a 10 per cent production increase due to a nutritional program. Still 
another company revealed a 30 per cent decrease in accidents after its 
1,500 employees had been given free milk and a 5-minute recess. 


More Useful People 


Much of the “good-for-nothingness” laid at the doorstep of the 
Negro and poor white is the result of his diet; with better feeding his 
work efficiency would improve. Dr. Tom D. Spies, Director of the 
Hillman Hospital nutritional clinic at Birmingham, Alabama, re- 
ported recently that 800 weak and sickly whites and Negroes had been 
cured by the science of nutrition. Of the 800, 41 went into the armed 
forces, 101 into agriculture, 299 into industry, and 359 into domestic 
service. In other words, we have numerous examples of how good 
food can help the weak to become strong, the sick to become well. 
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All these facts show clearly that the approach to improving the 
health of the Southern people must be a broad one. Family incomes 
must be increased. More medical facilities, doctors, dentists, nurses, 
hospital beds, clinics, must be made available. Plans for easy pay- 
ment for medical care must be worked out. Malnutrition, inadequate 
and unsanitary housing need further attention. Public health facili- 
ties must be increased. Intensive programs of health education are 
needed. Local communities must set up nurseries and recreation 
centers for children of working mothers. More and better schooling 
must be given both youths and adults in order that they may better 
understand the significance of health and how it might be attained. 


Wider Medical Care 


Since the health problem is in part economic, any program for in- 
creasing incomes will result in better health. An increase in health 
facilities in the South, such as more physicians, dentists, hospitals 
would bring better health to all the population. An increase in the 
number of physicians and dentists means building up medical schools 
in the South, and offering fellowships to promising white and Negro 
students. There is especially a need for greater opportunity and more 
facilities for training Negro physicians, dentists, and nurses. The 
1940 census listed less than 4,000 Negro doctors and surgeons in the 
United States. The supply of Negro dentists was half that of Negro 
doctors and surgeons. 


More medical schools in the South would not only mean that more 
young men and women in this area would study medicine, but that 
more doctors would locate in the South, for there is a tendency to 
locate in the state in which the medical education is received. Then, 
too, a good medical school acts as a center of learning for physicians in 
the vicinity. 


One possibility for the poorer Southern rural community _—" 
be to center attention on improving transportation facilities to a 
nearby community with good medical facilities. The suggestion has 
been offered, and some experiments have been made, for an ambu- 
lance equipped for emergency surgical work to be attached to hos- 
pitals located within working distance of communities which lack hos- 
pital facilities. Such an ambulance might be sent with a physician 
and a nurse to the home of the patient, where emergency operations 
or treatment could be given. 


Cooperative Protection 


Medical care expenses cannot be budgeted by the individual fam- 
ily; they are not predictable. For this reason prepayment by groups 


June, 1946 27 








is an easier and more efficient method of paying for health services 
than postpayment by individuals. In studies made by the United 
States Bureau of Agricultural Economics, it was found that farm fam- 
ilies in the Southeast were more favorable to the principle of medical 
care prepayment plans than farm families in other regions and that 
Negro farm families were more favorable to such plans than were 
white farm families. This was no doubt because, under the postpay- 
ment plan by individuals, many white farm families and a great many 
Negro farm families in the South cannot purchase adequate medical 
care. 


Voluntary sickness insurance plans such as the Blue Cross and 
prepayment medical care plans established under private group clin- 
ics have done much to lighten the burden of hospital and medical 
care expenses for the middle income group in cities. The plan spon- 
sored by the Farm Security Administration for its clients (which is 
the most widespread prepayment medical care plan for farm people) 
meets only a part of the total need for medical care, though it has 
brought a real measure of security to families who have participated. 


There is no prepayment plan that can bring the cost of complete 
medical care within range of the ability of low families to pay — low 
income families such as many Southern farm and Negro families. If 
medical services for such groups are to be adequate, they must be in 
part tax supported. 


Health Education 


Providing health facilities, such as physicians, hospitals, and nur- 
ses, without education as to the need for and the use of these facili- 
ties means little. Therefore, better health for Southern people means 
health education by specialists. It means health education by local 
leaders, trained to do the job. It means health taught in public 
schools, especially in the first four grades where so many of the chil- 
dren of low income families of the South are enrolled. 


The Public Health Departments in all of the Southern states carry 
on health education programs, but do not have sufficient funds to do 
the job thoroughly. Recently a number of fellowships for graduate 
work in health education have been made available: for example, the 
Mississippi Delta Council, in cooperation with the State Board of 
Health, secured from the Rockefeller Foundation a fund of $80,000 to 
train forty health educators, twenty white and twenty Negro, to work 
in the Delta area. The fund was allocated in the form of scholarships 
offering nine months’ school work and three months’ field work. In 
such trained personnel as these rest many possibilities for improving 
health in the South. 
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Agriculturists and nutritionists must be provided in large numbers 
to help with food and nutrition programs. Many farm and village 
families (especially those in the low-income groups) know little about 
producing and conserving food for the family. Men as well as women 
must be taught this job of food production and conservation. Home- 
makers in cities as well as in small towns and on farms need to know 
what makes an adequate diet and how to conserve these foods in 
cooking. 


Food Enrichment 


Another possibility for improving the nutrition of Southern people 
is by enrichment of staple foods. According to the March, 1945, 
Nutrition News Letter, legislation for enrichment of white flour and 
white bread, and in some cases of margarine and degerminated corn- 
meal and grits, had been passed in six states in the South. Recently 
the South Carolina Experiment Station and Extension Service enlisted 
many grist mills of that state in a whole-grained cornmeal enrichment 
program. 


According to Dr. C. A. Elvehjem, when cornmeal is eaten more 
niacin is needed to prevent pellagra, and extra niacin must be con- 
sumed in other foods. Degerminated cornmeal and pearl grits 
are even more likely to induce pellagra than is whole cornmeal. The 
fact that Southern people, and especially low income Southern people, 
are large consumers of cornbread and grits makes expansion of the 
corn-enrichment programs in the South most important. 


Another way to improve the health of Southern people is to encour- 
age industries to set up nutrition programs. 


Community Effort 


There is much that can be done by community groups to improve 
the health of their population. For example, a survey of sewage dis- 
posal, screening and water supplies might be made; if findings war- 
rant, request could be made to the Public Health Service for assistance 
of sanitary engineers. It is on the basis of such requests that boards 
of health are able to get funds for work of this type. County boards of 
supervisors might invest in well drilling equipment, and make deep 
wells available at cost. However, low income rural families of the 
South would not benefit greatly from such a program, unless allowed 
a period of time to pay for it at low interest rates. 


Community groups can establish nursery schools and recreation 
centers for white and Negro children. This is especially important in 
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communities where mothers ef young children work away from home. 


State and County Public Health Departments of the South have 
done much to improve the health of low income groups in the South; 
in fact, most of their effort has been in this direction. To do a more 
complete job, increased facilities are needed: full time health depart- 
ments in every county and adequate housing for these departments. 


1 
] 


With sufficient funds and the right kind of community coopera- 
tion, it would be possible now for the Public Health Service to greatly 
reduce, if not wipe out, syphilis, tuberculosis, and malaria. Rapid treat- 
ment methods have been worked out for syphilis. Diagnosis of tuber- 
culosis before the clinical symptoms occur is now possible through the 
use of X-ray. The new insecticide, DDT, promises to be of great as- 
sistance in further reducing malaria. These three diseases take heavy 
toll among low income groups. 





As surely as health is necessary for work, so surely is it a saving to 
spend for health. Wecan afford the cost of better health. In fact, we 
can not afford the higher price of sickness which we know how to 
prevent. We must resolve to spend productively for health. 
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The South’s health problems grow out of the Region’s low economic 
status. For a stimulating study of the South’s economic and social prob- 
lems and potentialities and an outline of the Region’s way to progress 
and prosperity read: 


WANTED: THE SOUTH’S FUTURE FOR THE NATION 
By Rupert B. Vance 
Introduction by Governor Ellis Arnall of Georgia 


Praised by Southern newspaper editors, this illustrated pamphlet 
is probably the best short study of the South’s economy available. Ex- 
cerpts from Wanted: The South’s Future for the Nation appeared in a 
series of Associated Press articles in newspapers all over the South. 


Based on Rupert B. Vance’s recently published book, All These 
People, it covers in 30 pages with graphic illustrations and clear, read- 
able language the over-all problems of the South’s economic position 
and outlines the inter-related maladjustments of industry, agriculture, 
education and human resources and looks to the development of the 
South’s resources to a high level of prosperity and culture. 


“Dr. Vance’s study is stimulating and suggestive,” writes Governor 
Ellis Arnall in the introduction; “every Southerner and every Ameri- 
can should read it.” 


Twenty-five cents per copy 
5 copies, $1.00 
25 copies, $4.00 
100 copies, $15.00 


Special prices available on request to 
educational institutions and study groups 


Published by 
SOUTHERN REGIONAL COUNCIL, Inc. 
63 Auburn Avenue., N. E. Atlanta 3, Georgia 
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